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Improving care for older people: Where can we start?Countries around the world are facing signiﬁcant economic and
social challenges resulting from population aging. Among these
challenges, the huge burden of comorbidities and associated health
care expenditure in the elderly population has attracted extensive
attentions, particularly from health policy makers.1,2 The positive
association between aging and demand of health care utilization
has been shown in previous studies. However, most studies that
investigated on health care utilization in the elderly were carried
out in the United States or other western countries, where the
health care system is fundamentally different from Asian countries,
such as Taiwan.3,4
Using Taiwan’s National Health Insurance claims database, Lin
et al5 in this issue of Journal of Clinical Gerontology and Geriatrics
present the patterns of ambulatory care utilization in the elderly
population. The study revealed a signiﬁcant higher number of
ambulatory visits (mean 26.83 visits per year) in Taiwan than other
western countries. Although this number was linked to the accessi-
bility of medical care services because of a universal health insur-
ance system, it highlighted the need of primary care in the elderly
population. Numerous studies have suggested that the adequacy
of primary care services is associatedwith lower emergency depart-
ment use, rehospitalization, and mortality.6,7 For example, Einars-
dóttir et al7 found in patients aged 65 years or older (n ¼ 31,841)
with a history of hospitalization for ischemic heart disease (IHD)
that regular general practitioner visit was associated with lower
risks of all-cause death [hazard ratio (HR): 0.76, 95% conﬁdence
interval (CI) 0.71], IHD death (HR: 0.70, 95% CI: 0.65–0.68), and
repeat hospitalization for IHD (HR: 0.83, 95% CI: 0.71–0.96).
On the other hand, it is noteworthy that approximately 10%
(n¼ 266,171) and 1% of patients (n¼ 32,558) in the study by Lin
et al5 had 48–96 and more than 96 ambulatory visits per year,
respectively. Although it is well known that utilization increases
with advancing age, there is no difference of distribution of high
ambulatory visits users across all age groups. What does this
mean for health policy makers? Does the extremely high utilization
result from patients’ underlying diseases? If the answer is yes, the
problem may be more serious in this subgroup of patients, as they
are managingmultiple diseases and prescriptions. Reports from the
Medical Expenditure Panel Survey indicated that the average adult
in the United States ﬁlls nine prescriptions annually, whereas adults
older than 65 years ﬁll on average 20 prescriptions a year. Multiple
medications and/or multiple daily doses per drug may increase
regimen complexity and lead to poorer adherence and inappro-
priate prescriptions, which in turn will cause worse health
outcomes.8,9 If there are some other reasons contributed to the
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should be of great beneﬁts.10 Where can we start to promote good
health care in the elderly population? Data from study by Lin et al5
provide insight to this question. Obviously, hypertension and dia-
betes mellitus are two diseases that need further investigations.
Both of them are well-established risk factors of cardiovascular
morbidity and mortality. What health care services should patients
with hypertension and diabetes mellitus receive? The latest World
Health Organization guidelines for primary prevention of cardio-
vascular diseases recommend a total cardiovascular risk approach
instead of management of single risk factors.11 Again, this must
be supported by strategies of comprehensive geriatric assessment
for the elderly population.
The analyses of three most common diagnoses of ambulatory
visits are signiﬁcant for several other reasons. First, in contrast to
much of the available data, which classiﬁes all those aged older
than 65 as one homogenous group, Lin et al5 addressed different
needs across different age groups (65–74, 75–84, 85 years old)
in the elderly population. Second, the policy makers in Taiwan
should pay attention to the high utilization of ambulatory visits
for acute upper airway infection in the elderly population. Could
seasonal inﬂuenza vaccine play a signiﬁcant role in this utilization
pattern, especially in community-dwelling elderly? Nevertheless, it
is also associated with the differences of health care service reim-
bursement in different countries. Treatment of upper respiratory
tract infections is reimbursed in Taiwan’s National Health Insurance
but not in most western countries.
In summary, there is still much to do to promote high quality
health care for the elderly. A comprehensive geriatric assessment
with the explicit goal of relieving the burden of comorbidities
and treatments will help the health care system fulﬁll their optimal
goal in caring for the elderly population.
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